Bone X-rays: Clear-cut defects with sclerotic margins present in upper ends of shafts of both fibulm and in lower part of both femora (Fig 1) . No bony expansion or subperiosteal reaction. Left humerus also involved (Fig 2) .
Lymphangiograms: Normal inguinal and iliac lymph nodes. Thoracic duct filled in part only. Disorganized and dilated lymphatics on left side of chest (Fig 3) .
In view of the increasing respiratory distress, rapid refilling of the chest despite repeated 
Discussion
The effusion of chyle into a pleural space from a damaged or diseased thoracic duct is now a wellestablished entity at all ages. The various pathological circumstances which give rise to intrathoracic effusions are numerous. Trauma to the thoracic duct, both as a result of penetrating injuries and as a complication of surgery on the heart and great vessels, is the principal cause of chylous effusiois. Spontaneous chylothorax in childhood, on the other hand, is extremely rare, and I have been able to find only 4 other cases in the literature, all in much younger children.
As in the neonatal period, in the absence of other demonstrable disease and without apparent birth trauma, the occurrence of chylothorax suggests the existence of a congenital malformation of the thoracic duct. We have attempted via lymphangiography to define more precisely the defect in this boy.
There are few reports of anomalies of the lymphatic system in children. In 4 necropsy reports in infants who died as a result of congenital chylothorax, no thoracic duct was demonstrated in any of them (Forbes 1944 ). The duct is normally subject to considerable anatomical variation, and contains valves which are more competent in the upper portion, but quite effective at its termination. In a carefully documented study, Davis (1915) divided the adult pattern of thoracic ducts into nine potential groups and found evidence of all but two of these in dissected specimens. What the anatomists consider the normal description was present in only 14 of this series of 22 dissections, and a cysterna chylii in only 11. A normal duct system was not demonstrated in this boy.
The clinical picture is dominated by symptoms of respiratory embarrassment. This may occur insidiously, but more often appears suddenly, perhaps precipitated by inflammation of the lymphatic system as occurred in our patient. Nutritional depletion follows later.
Examination discloses a striking absence of fever in a patient with severe distress. Retraction may be obvious, and the involved side presents findings of intrapleural fluid, dullness on percussion and diminished or absent breath sounds. When there is obvious deterioration and inability to control the leak, and nutritional depletion occurs, surgical intervention in the form of duct ligation should b2 attempted. This is not always easy because there are often multiple oozing sites and no duct can be clearly outlined. Where a fistula is present, ligation is easier.
The relationship of the bony opacities to the chylothorax is conjectural, but the bone biopsy did show many large spaces and more smaller ones -whether these are vascular or lymphatic cannot b-easily resolved. It is an inference drawn from the demonstration of an abnormal lymphatic system in the thorax that leads one to suggest these spaces to be lymphatic.
The boy is now recovering, but increasing flattening of the left chest has occurred and a marked scoliosis is developing. Further therapy will b-conditioned bybis progress.
